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Van der Vleuten and Heeneman have added another im-
portant piece to the emerging jigsaw that will eventually
show us the full picture of cost in healthcare professional
education [1]. Their idea of redistributing the resources of
assessment in a curriculum is an attractive one. Their sug-
gestion that we concentrate more on progress testing could
make a real difference in how we allocate funding to dif-
ferent forms of assessment. Perhaps more importantly it
could also make a real difference to the outcomes that we
can achieve by means of assessment for a given cost. In-
evitably there are gaps in their approach. Their estimates
of costs are in their own words ‘rough’ and there is also
limited data. However, the main strength of their approach
is that they bring much needed radical thinking to the area
of cost in assessment. In this short commentary I will try
to articulate some more radical thinking in this field.
The issue of cost and value in healthcare professional ed-
ucation generally and assessment in healthcare professional
education specifically has been largely neglected until rel-
atively recently. There has been little research and few
systematic reviews. Academic endeavours in this field have
not always been of high quality. Terms like cost-effective-
ness are used loosely and sometimes lazily: interventions
are described as cost-effective without a thorough analy-
sis of their costs or their effectiveness or a comparison with
other interventions of differing cost-effectiveness [2; 3]. Put
simply, no intervention can be cost-effective in and of itself
– it can only be considered to be cost-effective in compar-
ison to an alternative. In the absence of such comparisons
conclusions are merely rhetoric.
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A proper cost-effectiveness analysis ‘refers to the evalu-
ation of two or more alternative approaches or interventions
according to their costs and their effects in producing a cer-
tain outcome’ [4]. Cost is rarely referred to directly; we
tend to prefer the pusillanimous word feasibility. Research
studies on cost that have emerged are a mélange of different
types, even though that is both a strength and a weakness
[5; 6]. The strength is that it has allowed us to look at a
range of interventions in a range of ways, which is impor-
tant in an emerging field. However the weakness is that the
resultant conclusions can sound like a cacophony and that
sometimes there has been too close a focus on specific and
small interventions that we might be able deliver in a more
cost-effective way but, even if this were to happen, the cost
savings would be minimal. Let’s look at the following tan-
gible example. It is fictional but hopefully will find some
resonance with readers.
Say a department decides to produce an e-learning re-
source on a clinical subject for year 4 students. The team
debate what format it should take and realize that differ-
ent formats will have different costs. They decide to do
a cost-effectiveness analysis to compare the relative cost-
effectiveness of a simple video programme and a sophis-
ticated interactive multimedia programme. At the end of
the study they find that both programmes are equally pop-
ular and are equally used and that students who take them
have similar test results at the end. The cost of the sim-
ple programme is £7000 and the cost of the multimedia
programme is £10,000. They correctly conclude that the
simple programme is more cost-effective.
But, looking at the issue critically, what have they really
achieved? They have gone to considerable effort to achieve
cost savings of £3000. In the context of healthcare pro-
fessional education budgets this is a nugatory amount of
money [7]. This saving might be scalable – they and others
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may be able to apply their approach to other fields – but
equally they may not. What works in one clinical field may
not work in another: learning and assessment are context
specific [8]. In reality they have not thought radically, and
there is still too much research like this in the healthcare
professional education field more broadly but also in the
specialized field of research into cost and value in health-
care professional education.
There are other approaches to looking at this problem.
We could look critically at parts of the curriculum that are
larger and more expensive and where a small percentage
reduction in costs could result in significant savings in real
terms. To adopt this approach we need to stand back and
look at the wider landscape. So as Van der Vleuten and
Heeneman suggest, we could look at objective structured
clinical examinations (OSCEs). These are expensive and
so should only be used where they add real value to as-
sessment [9]. We could stand further back and look at
assessment as a whole and its relation to the rest of the
curriculum and how it could be better integrated into the
curriculum. The end-result might be a saving of separate
costs for assessment – as assessment and learning become
part of a greater whole. Standing further back still we could
look at the outcomes that we are trying to achieve through
healthcare professional education programmes and the fis-
cally optimal methods of achieving these outcomes. This
might mean investment in short postgraduate programmes
that help doctors in training to credential in different areas.
The result might be more flexible programmes and more
flexible healthcare professionals. Healthcare professional
education is long and complicated – we are trying to ed-
ucate young people to be the fully qualified professionals
that the country will need in five or ten years’ time and yet
we don’t know what the future will hold. The only certainty
is uncertainty. However, a more flexible workforce should
be better able to cope with uncertainty and the development
of such a workforce need not be more expensive than the
way that we do things today. We should also think about
who bears the costs of healthcare professional education. Is
it the learner, the institution or the government? Different
stakeholders are likely to value different outcomes in differ-
ent ways. Thinking through the issues from a completely
different perspective might lead us to consider healthcare
professionals in training as a resource rather than a cost
burden. Encouraging these healthcare professionals to learn
about quality improvement at the same time as they learn
how to measure and improve quality is one such example of
how this could work in practice [10; 11]. The assessment of
their quality improvement activities could be related to the
actual progress that they have made in improving quality,
with of course the caveat that not all quality improvement
projects succeed despite being managed to high standards.
Commentaries in healthcare professional education of-
ten end with a call for more research. In this case I think
that we need more profound and innovative thinking to de-
velop new concepts and ideas in the field of cost and value
in healthcare professional education. Then and only then
should we test these ideas. The good news is that, even
though our thinking is currently inchoate, healthcare pro-
fessional education offers much fecund ground for further
and more profound deliberation.
Conflict of interest K. Walsh states that he has no competing interest.
Open Access This article is distributed under the terms of the
Creative Commons Attribution 4.0 International License (http://
creativecommons.org/licenses/by/4.0/), which permits unrestricted
use, distribution, and reproduction in any medium, provided you give
appropriate credit to the original author(s) and the source, provide a
link to the Creative Commons license, and indicate if changes were
made.
References
1. Vleuten C van der, Heeneman S. On the issue of costs in pro-
grammatic assessment. Perspect Med Educ. 2016;5. doi:10.1007/
s40037-016-2095-z.
2. Zendejas B, Wang AT, Brydges R, Hamstra SJ, Cook DA. Cost: the
missing outcome in simulation-based medical education research:
a systematic review. Surgery. 2013;153:160–76.
3. Walsh K, Rafiq I, Hall R. Online educational tools developed by
Heart improve the knowledge and skills of hospital doctors in car-
diology. Postgrad Med J. 2007;83:502–3.
4. Walsh K, Levin H, Jaye P, Gazzard J. Cost analyses approaches
in medical education: there are no simple solutions. Med Educ.
2013;47:962–8.
5. Moreno-Ger P, Torrente J, Bustamante J, Fernández-Galaz C, Fer-
nández-Manjón B, Comas-Rengifo MD. Application of a low-cost
web-based simulation to improve students’ practical skills in medi-
cal education. Int J Med Inform. 2010;79:459–67.
6. Allen M, Sargeant J, Mann K, Fleming M, Premi J. Videoconfer-
encing for practice-based small-group continuing medical educa-
tion: Feasibility, acceptability, effectiveness, and cost. J Contin
Educ Health Prof. 2003;23:38–47.
7. Frenk J, Chen L, Bhutta ZA, et al. Health professionals for a new
century: transforming education to strengthen health systems in an
interdependent world. Lancet. 2010;376:1923–58.
8. Regehr G, Norman GR. Issues in cognitive psychology: implica-
tions for professional education. Acad Med. 1996;71:988–1001.
9. Patrício MF, Julião M, Fareleira F, Carneiro AV. Is the OSCE a fea-
sible tool to assess competencies in undergraduate medical educa-
tion? Med Teach. 2013;35:503–14.
10. McFadden KL, Stock GN, Gowen CR III. Leadership, safety
climate, and continuous quality improvement: Impact on process
quality and patient safety. Health Care Manage Rev. 2015;40:24–34.
11. Walsh K, Gompertz PH, Rudd AG. Stroke care: how do we measure
quality? Postgrad Med J. 2002;78:322–6.
Costs and assessment in medical education: a strategic view 267
Kieran Walsh is clinical director of clinical improvement at BMJ. He
is the editorial lead of the medical education, quality improvement and
evidence-based medicine products at BMJ. He has a vast amount of ex-
perience in online medical education, face-to-face delivery of medical
education, and both summative and formative assessment. He has pub-
lished over 200 papers in the biomedical literature and has published
three books: the first and only book on cost-effectiveness in medical
education; a dictionary of quotations in medical education; and the
Oxford Textbook of Medical Education. He is a fellow of the Higher
Education Academy, a fellow of the Royal College of Physicians of
Ireland and a fellow of the Academy of Medical Educators. In the
past he has worked as a hospital doctor specialising in general internal
medicine and geriatric medicine.
